INTRODUCTION
Feelings that life is not worth living and thoughts of suicide are common in psychiatric patients, particularly in depressives (Beck, 1967) . Very little informationis available, however, regarding the occurrence of suicidal feelings in the general population. In contrast, the epidemiology of completed suicide has received extensive study (Dublin, 1963) In this paper we shall present data obtained from a survey of a general population sample. As part of a detailedinterview,inquiry was made as to the experience in the last year of five suicidal phenomena, four of them suicidal feelings of differing intensity, the fifth a suicidal attempt. We shall report on the prevalence of these suicidal phenomena and their relationships to other data, including demographic charac teristics, psychiatric symptoms, somatic illness, social adjustment, and life stress.
METHODS

Subjects and sampluzg
The sample comprised 720 subjects in the second interview phase of a general population survey study of psychiatric epidemiology. Methods of sampling and interview have been described in detail pre viously (Myers, Lindenthal, Pepper and Ostrander, 1972 Apart from the absence of those under i8 due to inclusion criteria, the subjects interviewed were representative on demographic characteristics of the area from which they were drawn, and were reason ably typical of the wider general population.
Interview
Information was collected by research interviewers using a structured interview lasting a mean of â€˜¿ 1 hours (range f-@ hours). Altogether 28 interviewers were employed, the majority of them being under graduate or post-graduate students. They were given careful training and supervision.
The interview included detailed questioning in a variety of areas.
Much of the content was a repetition and elaboration
of questions which had been asked the subjects two years before. The questions regarding suicide, which were not used in the earlier phase, came during the second half of the interview, immediately following a series of questions concerning psychiatric symptoms.
Five questions were asked: I. Have you ever felt that life was not worth living? 2. Have you ever wished you were dead ?â€"for instance, that you could go to sleep and not wake up? 3. Have you ever thought of taking your life, even if you would not really do it? 4. Have you ever reached the point where you seriously considered taking your life, or perhaps made plans how you would go about doingit?
Have you ever made an attempt to take your life?
Q@iestions were asked in the above order. Responses to each question were made separately and were not mutually exclusive. In order to preserve consistency with the format of other questions in the interview, the subject was given the choice of four possible responses toeach questionâ€"often, sometimes, hardly ever, never. Wherever the response was other than â€˜¿ never', the subject was immediately asked further whether this had occurred in the past week, in the 
Inter-relationships of suicidal feelings
The stepwise dropping of rates in Table I with increased intensity of feelings suggested a continuum whereby the more intense feelings in cluded the less intense. Inter-relationships between the five questionswere therefore examined by cross-tabulation; this confirmed the suspected relationship. 
SUICIDAL PEELINGS IN THE GENERAL POPULATION: A PREVALENCE STUDY
In view of the graded nature of these responses, a new variable was derived for each subject, consisting of the maximal feelinghe reported. In view of the sex differences, and also of marked imbalance in frequencies between suicidal and non-suicidal subjects which might impair validity of significance testing in cross tabulation analyses, subsequent analyses were 
Somatic illness and medical treatment
Detailed inquiry was made for a large number of somatic complaints and illnesses, mostly minor, in the last year, but most of these were reported too infrequently for separate analysis. There was a highly significant difference in the 
Multivariate analysis
From the preceding analyses three elements appeared particularly related to the occurrence of suicidal feelings in the general population. closely to anxiety and to its somatic concomi tants now ceased to distinguish the two groups.
DISCUSSION
Prevalence
The findings of this general population survey suggest the existence of a continuum of suicidal feelings. The combined one-year prevalence for these feelings was 8 @9 per cent, with the minor degrees most prominent. These figures depend on the adequacy of reporting. The subjects were in the general population, and the interviewers used a structured interview; these circumstances might inhibit responses. On the other hand, the interview was an unusually probing one, and included many other sensitive areas before coming to the suicidal section. Moreover, the subjects had all had a probing interview two years before, so that fairly frank acknowledge ment would be encouraged. There are few epidemiological studies of suicidal feelings with which these findings can be compared. Poor recall might be an important Although comparable reports are lacking for suicidal feelings in the last year, they are available for suicide attempts. Our finding of 4 attempts in 720 subjects was, however, too low for any reliable estimate. It would give us a rate of about @6o per i oo,ooo. An age-corrected rate of completed suicide for this population, using U.S. National suicide rates for 1964, would be 17 per 100,000. This would give a ratio of about 33 : I for reported attempts to expected completed suicide; published rates lie in the range of eight to ten attempts to one completed (Parkin and Stengel, 1965; Shneidman and Farberow, 1961) . Although the bases for the calculation are clearly unreliable, the ratio of 33 : I is of approximately the expected order and would not suggest major under-reporting.
For lifetime rates our attempt rate of i â€¢¿ i per cent falls short of that of 3 9 per cent obtained by Mints (1964).
This was an interview survey study, and although the feelings admitted by our subjects appear similar to those reported by depressed psychiatric patients they may not necessarily have the same quality. Survey responses cannot be equated directly with clinical phenomena. The majority of these subjects were not receiving any treatment, and most reported only the more minor degrees of suicidal feelings. We are dealing here largely with subclinical disturb ance, in the general population. It is, however, not unlikely that these subjects comprise a pool Five separate questions regarding suicide were incorporated in this study. However, cross tabulations showed that, at least for the four lesser questions on feelings, they related to each other in the form of a continuum ranging from mild to severe, in which subjects reporting the more severe feelings usually also reported the milder ones. Within suicidal feelings, differ ences appeared of degree rather than kind. In the analyses against additional data the indi vidual questions were also examined separately and relationships appeared consistent across them. Their pooling, therefore, appeared justi fied. Ijowever, only four subjects responded to the fifth question on a suicidal attempt in the last year, and neither series of analyses could therefore throw much light on the relation to attempted suicide.
Some clueas to the relationships with both attempted and completed suicide may be obtained from the demographic associations. Completed suicide is commoner in males, older persons, whites, single, widowed and divorced persons, and Protestants (Dublin, 1963) . Suicide attempters differ from completed suicides in being younger and predominantly female (Shneidinan and Farberow, 1961 ; Mintz, 1964) .
It is probable that they share some other charac teristics, such as unmarried status, with com pleted suicides. Relationships of suicidal feelings to demo graphic characteristics in this study were sur prisingly weak. Subjects with suicidal feelings were more likely to be female. In this respect they resembled suicide attempters. However, they were not of younger age, and they showed no other specific demographic features. This would suggest that they are not identical with either attempters or completers. There were, however, strong relationships to other indicators ofpsychiatric and social disturb ance. Most of these additional pathologies were consistent with descriptions of high-risk groups for completed suicide. The resemblance was striking in that most of the data on suicides depend on studies of death records, clinical studies and follow-up studies, differing substan tinily in method from the present general population interview survey. The most marked relationship was with minor psychiatric symptoms and within these with a cluster suggesting symptoms of depression. The rate of completed suicide is likewise higher in persons with a history of psychiatric disorder; and within this group the highest rate for any diagnosis is that for depression (Temoche, Pugh and McMahon, 1964; Pokorny, 1964) .
The next group of variables reflected social adjustment. Within this most important ele ment was that of social isolation, which is a well recognized association of completed suicide (Sainsbury, 1955) . A second element was absence of participation in religious activities. There were no differences with regard to religious denomination; what was involved was strength of affiliation in terms of acknowledging any religion, going to church and praying. Although completed suicide is related to religious denomination (Dublin, 1963) , it is also related to strength of affiliation; this relation ship to strength of belief and practice, and to integration in a religious community, was also described by Durkheim (1897). The third major area related to suicidal feelings was life stress. Once again stressful events often precede suicide(Litman and Farberow, ig6i). Lastly, suicidal feelings were correlated with somatic illness, also a recognized association of suicide (Litman and Farberow, 1961 
